was sharing a joke with her neighbour when she felt something 'give' and she immediately became wet. It was found that the implant had rotated and the wire had fractured. This is one of the problems yet to be cleared. I am sure that Edwards & Phillips (1965) are right in their paper on the importance of the pelvic floor in continence, and by re-training these muscles continence and prevention of prolapse can be achieved physiologically. REFERENCE With questions like these in mind, a preliminary survey was made of the cause of death amongst members of the Ileostomy Association of Great Britain. Two points are stressed: (1) Not all ileostomy patients join the Association. (2) Not all deaths are notified to the Association's Registrar. This study is not, therefore, a complete picture and may give a slightly biased account.
Members of the Ileostomy Association have their ileostomy by virtue of four main conditions:
(1) Ulcerative colitis. (2) Crohn's disease. (3) Polyposis coli. (4) Urinary conduits. If Group 4 is excluded the total number of members is in the region of 2,000, the exact figure being in doubt as colostomy patients sometimes slip in by mistake.
The total number of deaths in the period 1960-64 has been 50, or 10 per annum (O 5 % per annum).
In the 50 deaths the commonest cause of death in the inflammatory disease group (ulcerative colitis only) was recurrence of carcinoma found at colectomy -13 deaths out of 43. Recurrent carcinoma is the exclusive cause of death in those whose operation was performed for familial polyposis. This accounted for the remaining 7 deaths.
The average age at death was just under 40 in those dying of cancer, but nearer 53 in those dying of other causes. The length of time from ileostomy to death was 3 2 years in those with carcinoma, 5-7 years in those without. This brings out the interesting point that those with carcinoma were operated on at an average age of 36-5 years, those without at 47-5 years.
The average length of time between the onset of disease and colectomy for carcinoma was twenty years. This implies that most of those who died of carcinoma developed the disease for the first time in the late 'teens. The early age of onset of the disease and the length of time between onset of disease and development of carcinoma agree well with other statistics obtained by Edwards & Truelove (1964) and MacDougall (1964) .
Of 7 deaths directly attributable to the disease, 2 and possibly 3 were due to recurrent Crohn's disease. Three were the direct result of operation (intestinal obstruction 2, ureteric fibrosis 1). There was one suicide.
Seventeen deaths were not directly attributable to the original disease or to ileostomy and of these 7 were caused by neoplasia of organs other than the colon. The malignant group contains one carcinoma of the biliary tract (intrahepatic) and this could possibly be related to hepatic changes resulting from long-standing ulcerative colitis. The average age of death from malignant change was 51 years in this group, somewhat younger than would be expected, but the number of cases is too small to be significant.
Six deaths followed a second operation, the first having been colectomy. Pulmonary embolism claimed two of them; this cause would be expected to be high in a group of patients in whom a large number had received steroid drugs. Intestinal obstruction claimed only one, a remarkably low figure. Two such cases mentioned above were not treated surgically, making 3 in all. The incidence of adhesion obstruction following colectomy is perhaps in the region of 10%: it is possible that our data are incomplete; the low figure gives credit to the treatment of intestinal obstruction in this country as about 100 cases of this complication might be expected to occur in a population of 2,000 ileostomy patients during this time. The figures suggest that excision of the rectum and even refashioning of an ileostomy are not without risk.
This preliminary survey reveals a more cheerful situation than had been anticipated. Of the 50 deaths, 20 were due to recurrent carcinoma and cannot be laid at the door of either colectomy or ileostomy. Of the remaining 30, 17 died for reasons unrelated to the colectomy or ileostomy. In only 13 was death attributable to the ileostomy, to the late effects of operation, to resurgence of inflammatory disease or to a second operation. This gives a death rate of about 0 15% per annum, which is remarkably low.
Neither do our results suggest that there is any sinister factor at work in ileostomy patients which would tend to lead to earlier death than normal. The numbers in this series are not enough to do more than suggest trends and the coming years may change initial impressions. The need is for a prospective study of the health of ileostomy patients to establish whether they are especially prone to certain diseases; for instance, it is already known that renal stones are relatively common.
